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Disclaimer

The following presentation is accurate as of

the date reflected on the slides in accordance
with Medicaid policy. To obtain updates and

more detailed policy information please
review the Michigan Medicaid Provider
Manual and Policy bulletins.



Agenda

Nursing Facility Per Diem
Locate Medicaid Information
Evaluation

MSA-1656, Addendum A & Documentation
MSA-1656 vs. MDS
Addendum A
Questions?




What’s in the Per Diem?

Examples of items included in the nursing facility
daily rate:

Standard manual wheelchairs
Hospital beds

Walkers

Bandages

Diabetic test strips and lancets



What is not included in the Per Diem?

Power Wheelchairs
Power Operated vehicles (POV’s)
Custom wheelchair seating

Manual wheelchairs with custom wheelchair
seating



Locate Medicaid Information
www.michigan.gov/medicaidproviders

Select Policy and Formes:

& on Medicaid Provider Manual for Nursing Facility
Chapter and/or Medical Supplier Chapter.

& Forms to locate MSA-1656 and/or Addendums
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http://www.michigan.gov/medicaidproviders

Evaluation

Doctor sees patient, writes order

Care Conference PT &/or OT Evaluates

PT/OT & resident
work with DME & trial—
Equipment to find the

appropriate wheelchair

PT/OT completes MSA-1656
&/addendum A gathers MDS, Plan of

Care, nursing notes, Dr. order

Send to DME

DME submits PA, MSA-1656
& documentation to MDHHS

8/18/15



Prior authorization

MSA-1656, Addendum A & Documents
R

DRAFT Date & Time Documentation

MINIMUM DATA SET, Version 3.0 (MDS 3.0)
8-18-15 8:00AM "They're Gr-r-reat!" T.T.T.

FOR NURSING HOME RESIDENT
ASSESSMENT AND CARE SCREENING

Plan of Care:
dkddkdkdkkdkd

MSA-1656

X

Addendum A

8/18/15



What is the MSA-16567

e Evaluation and Medical Justification for
Complex Seating and Mobility Devices

* Basic medical/functional mobility goals

* A baseline for Mobility Related Activities of
Daily Living (MRADLs)



Who completes it?

* Physiatrist and/or:

* Physical Therapist (PT) and/or Occupational
Therapist (OT) and/or

* Rehabilitation Registered Nurse (RN) w/ at
least 2 years of rehab seating experience



When should the MSA-1656 be
completed?

When:

» Standard wheelchairs w/ Custom seating
* Power Wheelchairs

* Power Operated Vehicles (POV’s)

* Custom seating

 Or when the beneficiary has a basic
functional/medical change



Why does MDHHS need this form?

e Helps the evaluator(s), DME providers &
MDHHS staff address current basic medical &
functional mobility equipment needs




How often must it be completed?

e After the initial, only complete new if
medical/functional status changes

l.e.: advancement of disease preventing
resident’s ability to operate manual wheelchair
by himself.



Electronic Version

Form is available at:

www.michigan.gov/medicaidproviders < Policy &
Forms < Forms

Fields have unlimited character space.

Handwritten forms are not accepted. Only
handwriting necessary is the Evaluator’s
signature.



Addendum A

* Clarifies resident’s ability to use requested
item.

e Complete Addendum A & submit it with the
1656 for:

 Complex seating, a manual wheelchair w/
custom seating, power wheelchairs, scooters,
power accessories



Addendum A

 Complete sections that apply to the item(s)
being requested

* Send to DME, along with the MSA-1656 (if

applicable), MDS, plan of care and nursing
notes.

* DME submits above & MSA-1653D to the
Program Review Division



Where do | send the MSA-16567

DME sends documentation to:
MDCH Program Review Division
PO Box 30170
_.ansing, M| 48909 or
~ax: (517) 335-0075

For Prior authorization or MSA-1656 questions
1-800-622-0276




MSA-1656 VS. MDS



MSA-1656 Vs. MDS

No DME, not
Within their scope of practice

MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES

Evaluatign and Medical Justification for Complex Seating Systems and Mobility Devices

leted by physical therapist, occupational therapist, physiatrist, or rehabilitation registered nurse.
n will result in the form being returned to the evaluator for completion.

SECTION 1: BENEFICIARY INFORMATION

Beneficiary Mame: mihealth Mumber:
Ordering/Referring Physician: MPI:

Physician Specialty:
MDS Section |.

SECTION2: MEDICAL HISTORY Active Diagnoses & Section J.

Primary Diagnasis:

Onset date: Onset date:

If spinal cord injury or spina bifida indicate the level of injury/impairment;

Relevant pastand future surgeries: (.-— MDS Section H Ty

Bowel Mgmt: [0 Continent O Incontinent [ Colostomy (Indicate tups Bladder & Bowel

BladderMamt: 0 Continent [0 Incontinent [ Catheter (Indicatetype):

Cardio Status: Meuro Status: Seizures [0 YES [0 NO Respiratory Status:

O WFL O Impaired If YES, Frequency/Duration: ! O WFL O Impaired

Baclofen pump present? [ ¥ES [0 MO If YES, date Implanted: Sip"M Puff controller requested?

Botox? 00 YES O WO KYES, date of lastinjection: O ves O HO

Other explain: [fYES, additionalinfarmation maybe be
required:

Height Weight Explain recent changes ortrends inweight:

List medication(s) currently prescribed: ! MDS Sect N J

How does the management or severity ofthe above conditionsfimpairments af-rectthe need forthe equipmentrequested?

8/18/15
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MSA-1656 Vs. MDS

SECTION 3: HOME ENVIRONMENT

Beneficiary resides in: [J House [0 Condoftownhome [ Apartment [ Assisted Living /AFC/Group Home O Mursing Facility
Does beneficiary livealone? [ ¥ES O MO IfNO, does beneficiary havea caregiver? 00 YES O NO
IfYES, who providesthecare? [0 Familymember [ RN O LPN O Other (explain)

How many hours per day are provided by the caregiver?

Whatis the beneficiary’s mode oftransportation? (Check all thatapply.) items R.&S
O car O Van/SUW O Vanwi Lit O Truck O Taxi Cab O Bus
Does the beneficiary attend schoal orwork? O veEs O WO

Is the beneficiary transported in the current or requested wheelchair? O YES O MO If NO, explain why the beneficiary cannot be
transported inthe current or requested chair?

SECTION 4: GOMMUNITYADW MDS Section F
-~ Prefere

Explain:
SECTION5: SENSATION AND SKIN ISSUES —smmse MDS Section M. Skin Conditions |
Sensation Pressure Relief
O Intact [ Impaired [ Absent [ Dependent O Independent O Type of assistance needed
[ Hypersensitive How does the beneficiary perform pressure relief?
Does beneficiary have a history ofskin Does beneficiary have a current decubiti? Does beneficiary have other skin issues?
decubiti and/or flap surgery? Oves OnNo OveEs OwNO
Oves Ono If YES, describe: I YES, describe:
IfYES, indicatelocation:

ces outside




MSA-1656 vs. MDS

SECTIONG6: MOBILITY ASSESSMENT (Mandatory for all requests)

Functional Ability Without Mobility Device(s)
Sitting: Standing: Transfers:
Static  Dynamic Static  Dynamic
WFL O O WFL O O O Independent [0 Typeof assistance
Uses UE for balance O O Uses UE for balance O O needed:
M DS Se Ct G Contact guard assist O O Contactguard assist O O
. Standby assist O O Standby assist O O How does beneficiary transfer:
Minimum assist O O Minimum assist O O [ Pivet
AI I f t h H t' Moderate assist O O Moderate assist O 0 O slicing
O I S SeC IO n Maximum assist O O Maximum assist O O O] Mechanical Lift
Dependentiunable O O Dependentiunable O O [ Other: (Explain}
Ambulation [ Independent=or=150 fi. [ Unable to ambulats
within 1 minute; [ Ambulates with assist=or= 180 fi. [ Limited dueto endurance- Explain:
Explain type of assistance:
M DS Sect G O Ambulates with device = or= 150 f. MDS Sect. G. Functional Status items B, C, D.
o / [ Ambulates shortdistanceonly_ f. EF
I Explain howthis affects equipment ardered? !
p Complete only if power mobility item is requested (e.g., power wheelchair, scooter, power assisted
A. Bed mobility - how resident moves to and from lylng position, turns side to side, and Wheels, etc.)
Visual perception: Has visual acuity and perceptionthat permits safeand independent operation
positions bod’wh“. In bed or akernate sleep furniture of the equipment requested. Oves OnNO
B. Transfer - how resldent moves between surfaces ‘nd“dmw or from: bed, chalr, wheelchair, Problem solving: Has problem salvingskils appropriateto operate requested power mobility item. [0 YES [ NO
standing position (excludes to/from bath/tollet) If beneficiary is unable, who will complete? Explain:
C. Walk Inroom - how resident walks between locations In his/her room Comprehension: Understands and is ableto follow directions and conversations tha Sect. B Hearing/Vision/Speech
;ﬂfgeysl‘:&ﬁe”'3”9“393- Sect. C Cognitive patterns C1000
D. Walk in corridor - how resident walks In corridor on unit ' '
E. Locomotion on unit - how resident moves between locatlons In his/her room and adjacent SECTION7: MODIFIED ASHWORTH SCALE AND MANUAL MUSCLE EVALUATION INFORMATION
corridor on same floor, If in wheelchalr, self-sufficiency once in chair See Form Completion Instructions for Modified Ashworth Scale and Manua! Muscle Evalustion.
F. Locomotion off unit - how resident moves to and returns from off-unit locations (e.g. areas Width at the: Heights
set aside for dining, activities or treatments). If facility has only one floor, how resident L R
moves to and from distant areas on the floor. If in wheelchalr, self-sufficiency once in chalr Crown:
i - Head: = Occiput:
Neck: Shoulder:
Shoulder: __ Axilla: [ ] [ ]
Elbow:
Trunk:
Hips: Seat Depth:
. Leg Length:
. Feet: - FootLength:

8/18/15



MSA-1656 Vs. MDS

Beneficiary Name:

mihealth Number:

(MDS Sect. G

All

bn O if

Head & [[] Maintains upright without support [[] Maintains upright with support [] Flexed [] Extended
Neck ] Rotated [ Laterally Flexed [ Gervical Hyperextension ] Absent head control
ROM L] AROM MMT/O  [JTest TONE Explain how this affects equipment
[Range of Mation) ] AAROM ManuslMusce) ] Observation ordered:
] PROM
Left Right Left Right
Flexion Flexion [1 Normal
Shoulder | —— Abducion __ Abducion 0l Hyperionia _
__ Internal Rotation | __ Internal Rotation | Modified Ashworth Scale:
| External Rotation | | ExternalRofation | [ Hypotonia
__ Flexion __ Flexion O] Mormal
[ Extension [ ] [ Extension [ ] [] Hyperionia
Elbow Pronation Pronation Modified Ashworth Scale: [0
[ Supinaion [ Supinaon [ Hypotonia
] Normal
Wrist _ Flexion | | _ Flexion | | O . Hypertania
__ Extension | | __ FExension || Modified Ashworth Scale:
[l Hypotonia
_ Grip Strength
Hand __ Pinch Strength
] MNormal
Flexion Flexion Hypertonia .
Knee : Extension : : Extension : %diﬁedygshwonh Scale: MDS SeCt“
[l Hypotonia A 1
__ Dorsifledion | | Dorsiflesion L1 Mormal ANy tnerd
Plantarflexion Plantarflexion ] _ Hypertonia
A::I:t& __ lInversion || _lnversion || Modified Ashworth Scale: pe rformed
Eversion Eversion [] Hypotonia

[ Clonus: [] Left ] Right

ies were




MSA-1656 Vs. MDS

SECTION 8: GOALS

OoOoo0Oo O O

Check all that apply.

Independence with mobility in the home and mobility related activities of daily living (MRADLSs) in the community (independence is -
no help or oversight provided, and has physically demonstrated independence in operating requested equipment)

Assisted mobility/occasional assistance with wheelchair propulsion (e.g., verbal cueing, pushing up a ramp or onto a bus, over curbs,
etc.)

Dependent mobility MDS applicable sections &
Plan of Care to address

Optimize pressure relief

Proper positioning and/or correction of a physiological condition. Explain:

Other: (Explain)

SECTION 9: LIST TYPE OF EQUIFMENT PRESENTLY OWNED OR USED BY THE BENEFICIARY

Brand

Model Serial Number Description Date of Purchase

Li
%]
1]

0
[t}
1]
]
[17]
1]

Li
']
[




MSA-1656 Vs. MDS

Beneficiary Name: mihealth Mumber:

SECTION 10: MOBILITY ASSESSMENT - FOR BENEFICIARIES IN A NURSING FACILITY ONLY

This section is to be completed by the Nursing Facility Director of Nursing, Nursing Facility Administrator or ordering/referring physician.
#

Mursing Facility Date of
Name: MNPI: Admission:

Mobility History: ] Uses nursing facility per diem chair ] Uses own personal chair

Wheelchair _
Description: Brand: Model No: Serial No:

(Currently used or
owned) Components:

Customized Wheelchair Documentation (Required documentation to accompany this form)
] Most Recent MDS ] Past Two Months of Nursing Motes ] Current Plan of Care that relates to the equipment ordered

Director of Nursing Signature Date

l'rEilher the physician or the\II

Print Name ‘Z\ DON's signature J

Ordering Physician Signature Date

Print Name



MSA-1656 Vs. MDS

SECTION 11: EVALUATOR (PT, OT, PHYSIATRIST OR REHAE RN) ATTESTATION AND SIGNATURE/DATE

| certify that | conducted the evaluation and have completed the information presented in Sections 1 -9, and that there is no financial
arrangement with the selected durable medical equipment provider and/or the evaluating clinician. | cerfify that the equipment requested is
the most economical alternative that meets the beneficiary's basic medical and functional needs. | certify that the information contained in
this form is true, accurate, and complete to the best of my knowledge, and | understand that any falsification, omission, or concealment of
material fact may subject me to civil or criminal liability

Enter Date Here
Evaluation Date

Enter Text Here
Evaluator Name/Title (Print)

Enter Text Here
Place of Employment and Address

MNP Phone Number

Evaluator Signature Date

If the resident also needs custom seating, power wheelchair w/ add-ons or manual wheelchair
with custom seating complete Addendum A. If not send the MSA-1656, the MDS, last two
months of nursing notes and the Plan of Care to the Durable Medical Equipment provider to
send in with the Prior Authorization form.



ADDENDUM A



Addendum A

Complete this form if the resident needs:

* A manual wheelchair with custom seating or
* A power wheelchair and/or

* Custom seating or

 The person needs a replacement of one of the
above.



Addendum A

MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES

Evaluation and Medical Justification for Complex Seating Systems and Mobility Devices
Addendum A: Mobility/Seating

This form must be completed by a physical therapist, occupational therapist, physiatrist, or rehabilitation registered
nurse. The evaluator must complete requested and/or current equipment, warranty information and economic
alternative information.

NOTE: Only complete sections that apply to the requested equipment/accessories.

Incomplete information will result in the form being returned to the evaluator for completion.

Beneficiary Name: Mihealth Number:
SECTION(s) [0 Requested [J Current [] None
Manual [[] Propels a wheelchair 60 feet, turns around, maneuvers the | Specify brand, model and serial numbers, age of
wheelchair with chair to a table, bed, toilet, negotiates at least a 3% grade, current base:
accessory add- maneuvers on rugs and over door sills
ons. [ Cannot propel manual wheelchair without caregiver assist. o ) )
O] Cannot propel manual wheelchair, used for transportonly. | Chairwidth_ inches. Chairdepth

] Medical reason for power assisted wheels: inches

Length of warranty:

Chair width inches. Chair depth inches. Warranty begin date:

Where will requested device be used? (ie., home,
school, community)

O Tt [ Tilt & Recline
Medical reasons for function indicated

Hours of continuous wheelchair use per day:  [] = 4 hours [ = 4hours; if < 4 hours, how many?




Addendum A

[l Requested [] Current [ ] None
Power J Able to propel manual wheelchair foat. Specify branq, model and serial numbers, age of
:t::.edl::c'la"w'th [] YES ] NO Beneficiaryis able to drive a power current base:
joystick wheelchair independently feet, turns around,

maneuvers the chair to a table, bed, toilet, negotiates at
least a minimum of a 3% grade, maneuvers on rugs and
over door sills.

If NO, explain:

Chair width inches. Chair depth inches.

Power functions requested: (Check all that apply.)
[] Recline ] Elevating seat
O Tilt ] Tilt & Recline
] YES [ NO
[ ]YES []NO
[]YES [ NO

If YES, (explain)

Hours of continuous wheelchair use per day:

Chair width inches. Chair depth
inches.

Length of warranty:

Warranty begin date:

[] Center mount elevating leg rests
[] Elevating leg rests

Where will requested device be used? (ie., home,
school, community)

Manual functions requested:
] Tit [ Tilt & Recline

Able to perform, manipulate or work all seat functions without assistance?
Requires verbal and/or physical assistance to manipulate seat functions?
Has pressure relief plan of care with equipment?

[ » 4 hours [] < 4hours: if < 4 hours, how many?




Addendum A

[] Requested ] Current [ None

Equipment Beneficiary's ability to use
Power ] Able to propel manual wheelchair feet Specify brand, model and serial numbers, age of
:::l;er::tl';alrmth [0 YES [JNO Beneficiary is able to drive a power current base:

wheelchair independently feet, turns around,
controls B - ~

maneuvers the chair to a table, bed, toilet, negotiates at Chair width inch Chair depth

least a minimum of a 3% grade, maneuvers on rugs and incﬁg:ﬂ ——nches. airdepth __

over door sills. :

If NO, please explain: Length of warranty:
Chair width inches. Chair depth inches. Warranty begin date:

Where will requested device be used? (ie., home,
school, community)

Power functions requested: (Check ail that apply.) Manual functions requested:
] Recline [] Elevatingseat  [] Center mount elevating leg rests O Tt [ Tilt & Recline
1 Tiit [ Tilt & Recline [] Elevating leg rests

] YES [J NO Able to perform, manipulate or work all seat functions without assistance?
[l YES [J NO Requires verbal and/or physical assistance to manipulate seat functions?
1 YES [J NO Has pressurerelief plan of care with equipment?

Explain:

Specify control needed:

Make sure to fill out all
edical need for control indicated: areas.

Indicate the beneficiary's ability to use in their environment:

Hours of continuous wheelchair use per day: [ = 4 hours [ < 4hours; if < 4 hours, how many?




Addendum A

[] Requested

[] Current [ ] None

Power
wheelchair
standing
feature

] Beneficiary has a history of pressure ulcers on pelvis,
buttocks, hips or back

] wvill be used for pressure relief in lieu of tilt, recline,
tilt/recline, and custom seating

[] Pressurereliefis done by the beneficiary without
assistance

If assistance with pressure reliefis required, indicate
amount and frequency needed:

Chair width inches. Chair depth inches.

Specify brand, model and serial numbers, age of
current base:

Chair width inches. Chair depth
inches.
Length of warranty:

Warranty begin date:

Where will requested device be used? (ie., home,
school, community)

Indicate current pressure relief plan of care (including frequency and duration):

Is beneficiary/caregiver compliant with current pressure relief plan of care? [] YES [] NO

If NO, explain:




Addendum A

Equipment

[0 Requested

[] Current [] None

Scooter

[C] Able to propel manual wheelchair feet.
[] Independent trunk balance,
[[] Adequate bilateral hand functions to work tiller.

Chair width inches. Chair depth inches.

The on-line version has
unlimited text space in the

boxes

Specify brand, model and serial numbers, age of
current base

Chair width inches. Chair depth
inches.
Length of warranty:

Warranty begin date:

Where will requested device be used? (ie., home,
school, community)

~

Device Type (attach additional page(s) if necessary)

All
Accessories /
Add Ons
Medical Reason

[] Head & Neck

[] Feet [] Footbox

L] Arms

[[] Other - Describe

List and specify Medical Reason for brand(s) and model(s) requested for this beneficiary

The medical reason must be provided for all accessories and add-ons

Growth
adaptability of
device

REQUIRED

Requested

Current

Seat width- (inches)

Back height: (inches)

Seat depth: (inches)

Maximum frame growth:
(inches)

Seat width- (inches)

Back height: (inches)

Seat depth: (inches)

Maximum frame growth:
(inches)




SEATING
SYSTEM

Addendum A

Custom Seating

Medical/functional Reason

1 New growth > 3 inches depth and/or > 2 inches width

[] Change in width and depth; width inches depth in inches

] Orthopedic change; explain:

[ Needs corrective forces to assist with maintaining or improving posture.

] Accommodate beneficiary's posture (e.g., current seating postures are not flexible, etc.).

] Other medical changes that affect the need for new positioning; specify:

POSTURE: COMMENTS:
Lateral View AP View Superior View
TRUNK Anterior / Posterior Left Right Rotation-shoulders and upper trunk [] Hypertonia
[] Hypotonia

[ O L]
WFL  TThoracic T Lumbar
Kyphosis Lordosis

[] Fixed [] Flexible
[] Partly Flexible [] Other

] ] 0 [] Neutral

WFL Caonvex Convex D L?ﬁ: anteriqr
Left Right [ Right anterior
] c-curve [] s-curve ] multiple
[] Fixed [] Flexible [] Fixed [] Flexible

[] Partly Flexible [] Other [] Partly Flexible [] Other




Addendum A
Custom Seating

Anterior View Superior View ROM MMT/O
Position Windswept
HIPS Hip Flexion/Extension Limitations:
(PROM in Degrees)
L] L] L] L] L] L]
MNeutral Abduct Adduct MNeutral Right Left
[] Fixed [] Subluxed [[] Fixed [] Flexible Hip Internal/External
[] Partly Flexible [] Dislocated | [] PartlyFlexible [] Other Range of Motion Limitations:
[] Flexible
L ateral View AP View Superior View
Anterior / Posterior Obliquity Rotation-Pelvis If spinal curvature present,
PELVIS indicate degree.
L] L] L] L] L] L] L] L] L]
MNeutral Posterior Anterior WFL R elev L elev WFL Right Left
Anterior Anterior
[] Fixed [] Flexible [] Fixed [] Flexible [] Fixed [] Flexible
[] Partly Flexible  [] Other [] PartlyFlexible  [] Other [] Partly Flexible ~ [] Other




Addendum A

Requested Seating System Current Seating System [ None
Length of warranty? Length of warranty
Warranty begin date:
Mobility device to be used with: Mobility device is used with:
[[] Planar/Non-custom contour ] Custom™® [[] Planar/Non-custom contour [] Custom*
Manufacturer Type Manufacturer- Type:

Components include:
[0 Seat only

[] Backonly

[0 Backand Seat

Components include:
[0 Seat only

[] Backonly

[0 Backand Seat

Date provided

Components include:
[0 Seat only

[] Back only

[] Backand Seat

Date provided

Components include:
[0 Seat only

[] Backonly

[0 Backand Seat

Lateral Components Include:

Lateral Components Include:

Lateral Components Include:

Lateral Components Include:

] Trunk ] Trunk L] Trunk L] Trunk

] Hip ] Hip ] Hip ] Hip

O Thigh O Thigh O Thigh O Thigh

[0 Knee [ Knee ] Knee ] Knee

[l Abductor [] Abductor [l Abductor [l Abductor

[0 Anti-thrust [0 Anti-thrust [ Anti-thrust [ Anti-thrust

Other Components - List: Other Components - List: Additional Components: Additional Components:
] Yes [] No ] Yes [] No

If Yes, describe:

If Yes, describe:

If requesting custom seating, specify why planar/non-custom contour does not meet beneficiary's medical needs.

This must be filled out.

*

Seating, and section Standards of Coverage

For definition of custom refer to MDHHS Medicaid Provider Manual, Medical Supplier Chapter, sections Standard Equipment and Custom-Fabricated




Addendum A

EVALUATOR (PT. OT. PHYSIATRIST OR REHAB RN) ATTESTATION AND SIGNATURE/DATE

| certify that | conducted the evaluation and have completed the information in the appropriate Sections of the MSA-1656-Addendum A and
that there is no financial arrangement with the selected durable medical equipment provider and/or the evaluating clinician. | certify that the
equipment requested is the most economical alternative that meets the beneficiary's basic medical and functional needs. | certify that the
information contained in this form is true, accurate, and complete to the best of my knowledge, and | understand that any falsification,
omission, or concealment of material fact may subject me to civil or criminal liability .

Evaluation Date

Evaluator Name/Title (Print)

Place of Employment and Address

NPI Phone Number

Evaluator Signature Date

MSA-1656 Addendum A (2/15) Page 5 of 5

If the MSA-1656 was completed, send it & the entire MDS, last two months of

Nursing notes, the most recent plan of care to the DME. The DME will send all with the
Prior Authorization request. If the MSA-1656 was not needed (i.e. no significant
Medical/functional changes in the resident’s status, just needs a replacement, only

Send Addendum A, the entire MDS, last two months of nursing notes, most recent plan of
care to the DME provider to send in with the prior authorization request.



Michigan Department of
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